Allergic bronchopulmonary aspergillosis (ABPA) is a hypersensitivity disorder induced by Aspergillus fumigatus that occurs generally in patients with underlying chronic airway disorders. However, the development of ABPA associated with lung malignancy remains unknown. An 80-year-old woman was admitted for evaluation of chronic cough. Her radiologic finding was a mass like opacity with mucoid impaction, showing finger-in-glove sign, one of the typical radiologic findings for ABPA. In addition, laboratory tests revealed that her data satisfied the diagnostic criteria for ABPA. Interestingly, final pathologic examination showed that the mass lesion was small cell lung cancer. Here, we describe a case of delayed diagnosis of small cell lung cancer with ABPA, suggesting that a possibility of accompanying lung malignancy such as small cell lung cancer should be considered in patients with ABPA. This case let us realize the importance of clinical suspicion that different entities of diseases can be occurred simultaneously for the correct diagnosis without delay.
INTRODUCTION
Allergic bronchopulmonary aspergillosis (ABPA) is hypersensitivity reaction to Aspergillus fumigatus colonized in the tracheobronchial tree [1] . It is well known to occur frequently in patients with chronic lung disease like bronchial asthma or cystic fibrosis [2] . Generally, the diagnosis of ABPA is based on the criteria composed of clinical, radiological, and immunological features. Particularly, typical radiologic appearance of ABPA such as bronchiectasis and finger-in-glove sign is useful for the diagnosis of ABPA.
However, radiologic findings by itself have limited value for establishing diagnosis especially when clinical presentation of ABPA is vague, mimicking other respiratory disorders [3] . Herein, we report a delayed diagnosis of small cell lung cancer (SCLC) with ABPA whose radiologic findings were more preferred to diagnose ABPA not lung malignancy.
CASE REPORT
An 80-year-old woman visited Chonbuk National University Hospital clinic to examine recurrent cough that lasted for several months. She had been an asthmatic for 9 years and never-smoked. (Fig. 1D-F) . Percutaneous transthoracic needle biopsy was performed, and microscopic examination of the tissue samples revealed that there were round to fusiform shaped cells with scant cytoplasm, fine granular chromatin, and mitotic figure ( Fig. 2A, B) . On immunohistochemistry for synaptophysin (Fig. 2C) , chromogranin, and CD56, the cells were positive. These findings are typical features of SCLC. As for staging work-up, there was a metastatic right lower paratracheal lymphadenopathy on positron emission tomography (PET)-CT, diagnosing limited stage of SCLC. Subsequently, conventional chemotherapy with radiation therapy was introduced to treat SCLC using combination of etoposide and cisplatin (EP). Follow-up HRCT (Fig. 1G) showed markedly decreased size (more than 30%) of the mass lesion after the first chemotherapy. She had taken 6 cycles of chemotherapy of EP regimen for SCLC. Follow-up HRCT showed stable disease state.
Then, she refused the curative or palliative treatment for SCLC. In fact, several cases of ABPA mimicking lung cancer have been reported [3] [4] [5] . However, the simultaneous occurrence of ABPA with other respiratory disorders presenting mass lesion, i.e., lung malignancy is very rare.
On the other hand, similar to our case, 77-year-old male with non-small cell lung cancer (NSCLC) coexisting with ABPA was reported [6] . SCLC coexisting with ABPA has been not reported up to now. The clinical features of ABPA and SCLC are different.
So it was more difficult to predict than NSCLC.
Typical radiologic features are helpful for the diagnosis of ABPA.
In this case, her radiologic finding was a mass-like opacity with mucoid impaction showing finger-in-glove appearance, one of typical radiologic features of ABPA. In addition, her data of laboratory tests satisfied the diagnostic criteria for ABPA. These include fleeting pulmonary alveolar opacities, mucus plugging with bronchial wall thickening, and central saccular bronchiectasis [7] . Especially, bronchi are plugged with mucus, hyphae, and cellular debris, making up a typical finger-in-glove appearance and it often looks like a mass lesion of the lung. However, unexpectedly, the final pathologic examination revealed that the mass lesion is SCLC and we could know that it is difficult to distinguish ABPA from other respiratory disorders presenting as a mass like lesion just only by radiologic findings.
In this case, she had a history of asthma, immediate skin test reactivity to Aspergillus antigen, peripheral blood eosinophilia, and We can't explain exactly the cause and effect relationship between lung cancer and ABPA. Double primary possibility can't be ruled out. Rather important point is that although ABPA can be diagnosed clinically, we should think about the possibility of a variety of diseases and additional imaging test (PET-CT) and biopsy may be need for mass lesion.
In conclusion, this case report introduces delayed diagnosis of SCLC with ABPA, suggesting that despite its scarcity the possibility of development ABPA with lung malignancy should be considered. Additionally, this case let us realize the importance of clinical suspicion that different entities of diseases can be occurred simultaneously for the correct diagnosis without delay.
